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Survey of Childbearing Women for HIV Infection,’ Virginia*

In 1988 the Centers for Disease
Control (CDC) initiated a national
population-based survey in coopera-
tion with state and local health de-
partments to determine the preva-
lence of human immunodeficiency vi-
rus (HIV) infection in childbearing

women in the United States. What

follows is a summary of the survey
findings in Virginia, to date.

Since maternal HIVantibodies
cross the placenta, the presence of
HIV antibodies in newborn sera indi-
cates either that the woman alone is
infected or that both the woman and
her infant are infected.! It is esti-
mated that 30% of children born to
HIV infected mothers will have 2"peri-
natally acquired HIV infection.

Anonymous screening of new-
borns for surveillance purposes pro-
vides for monitoring of trends in the
distribution of HIV infection among
the population of childbearing
women. The Institute of Medicine’s
Committee on Prenatal and New-
born Screening for HIV Infection en-
dorsed anonymous screening as an
efficient method for collecting unbi-
ased epidemiological data that allows
effective evaluation of anticipated
health care needs within a geo-
graphic area.” This information can
be used to target high risk localities
in order to encourage voluntary coun-
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seling and testing, thus allowing
women to make informed reproduc-
tive decisions.

Methods

Dried blood specimens submitted
to the state lab (Division of Consoli-
dated Laboratory Services [DCLS])
for legally required tests of inborn
errors of metabolism weére used for
HIV antibody testing. After man-
dated tests had been completed, per-
sonal identifiers were removed from
blood specimens. Demographic infor-
mation (mother’s age, zipcode,

race/ethnicity, and month and year
of birth of the infant) was recorded
and specimens were tested for pres-
ence of HIV antibodies by the Virol-

-ogy Section, DCLS. Each specimen

was tested for presence of HIV anti-
body using the enzyme-linked im-
munosorbent assay (EIA). Repeat-
edly reactive specimens were tested
further by Western blot. Positive
HIV status was assigned to speci-
mens which repeatedly tested posi-
tive on EIA and which displayed at
least two of three key bands (p24,.
gp4l, gp120/gp160) on Western
blot.*

The first phase was conducted
from August 1989 to February 1990,
Only specimens from full term births
that were not reactive on newborn
screening were tested during this
survey. Approximately 77% of the to-
tal number of samples submitted for
newborn screening were submitted -
for HIV testing during this time pe-
riod. Approximately 9% of the sam-
ples. submitted for HIV sereening
were not tested due to ineligibility -
(not full term, multiple birth, speci-
men too old, repeat specimen) or due
to an insufficient amount of blood
remaining in the sample after com-
pletion of mandated tests.

The second phase was conducted
from July 1990 to June 1991. During
this phase, specimens from both full
term and premature births that were
not reactive on newborn screening
were tested. Eighty-five percent of
specimens collected for newborn
screening (87,941) were earmarked
for HIV testing and of these, 2.1%
were not tested due to ineligibility or



. Phasel Phase 11
Race # Tested # Pos. % Pos. # Tested #Pos. - % Pos.
White 26638 15 0.06 55542 20 0.04
Black 9441 23 0.24 17322 60 0.35
Hispanic 906 1 0.11 -~ 1557 2 0.13
Asian 640 1 0.16 1118 0 0.00
Am.Indian 34 0 0.00 72 0 0.00
Other 432 0 0.00 695 0 0.00
Unknown 4141 8 0.19 9792 11 0.11
Total 42232 48 0.11 86098 93 0.11

di1e to insufficient blood in the sam-
ple.

Missing age and race information
was a persistent problem, with 11%
of samples missing race information
and 19% missing age information,
Among positive specimens, 13.5%
lacked race information and 19.2%
lacked age information.

Statistical comparisons of data

were conducted using a chi-square

comparison of proportions.” Due to
the small number of specimens clas-
sified as race other than white or
black, comparisons of race included
only white, black and other (includ-
ing Hispanic, Asian/Pacific Islander,
American Indian/Alaskan Native
and mixed race). Also, due to the
small number of specimens from
women younger than 15 or older than
44, comparisons of age groups were
analyzed only for specimens identify-
ing the mother’s age from 15 through
44. Statistical comparisons included
only records for which demographic
information was available.

Results

There was no significant differ-
ence in the seroprevalence rate
among childbearing women during
the two phases of the survey. The
overall rate during both phases was
0.11% (1.1 per thousand).

The overall (both phases com-
bined) seroprevalence rate for black
females was significantly higher
than the rate for other racial groups.
The seroprevalence among blacks
was 0.31%, or nearly 3 per 1000
(p<0.001). This rate showed a nonsig-
nificant increase from the first to the
second phase (Table 1).

Among 113,270 survey partici-
pants whose race was known, black
women accounted for 23.6%. How-
ever, they accounted for 68.9% of the
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samples testing positive, increasing
from 57.5% during the first phase to
71.2% in the second phase. This dis-
tribution of race among HIV seropo-
sitive childbearing women is similar
to the distribution of race for HIV
seropositivity among all adult fe-
males reported to the Virginia De-
partment of Health between July
1989 and December 1991 (of 602
women reported with HIV infection,
74% were black).

There was no s1gmﬁcant dxﬁ'er-
ence in seropositivity across age
groups within the range studied
(ages 15 to 44). Thirteen women test-
ing positive were between the ages of
15 and 19 (Table 2).

Although the seroprevalence rate
among women living in the eastern
health planning region was signifi-
cantly higher than the rates in other
regions (p<0.03), this did not hold
true after controlling for race in a
stratified analysis.

The rate of HIV seropositivity in
urban areas (all eight Metropolitan
Statistical Areas combined**) was

significantly higher (75/63,045 or

0.12%) than in rural areas (13/19,617 .

or 0.07%, p<0.05). Again, this did not

hold true after controlling for race in

a stratified analysis.
A unique factor present in the sec-

ond phase was the opportunity to “

compare women bearing full term vs.
premature infants. A significant dif-
ference in the seroprevalence rates of
these groups was found. The rate of
HIV infection in women bearing pre-
mature infants was 0.21%, compared
to 0.10% in women bearing full term
infants (p<0.05). Once again, this dif-
ference did not hold true after con-

trolling for race. The seroprevalence -

rate among non-white females bear-
ing premature infants (black, His-
panic, Asian/Pacific Islander, Amen-
can Indian/Alaskan Native and
mixed race) was 0.72% (Table 3).

Discussion

The seroprevalence rate among
childbearing women in Virginia was
0.11% during the first and second
phases. The reason for the higher
rate among blacks could not be exam-
ined from the standpoint of risk fac-
tors because information on risk fac-
tors was not available. The compara-
ble national rate for all races is ap-
proximately 0.15%, based on surveys
conducted in 38 states and the Dis-
trict of Columbia between January
1988 and September 1990.

While it is reassuring that the
overall rate in Virginia did not in-
crease over the study period, two dis-
turbing results were seen, First, the
rate among black women in the in-
itial phase was 0.24%, compared to
0.356% in the second. Although not a
statistically significant increase, this

Phase I Phase 11
Age #Tested #Pos %Pos #Tested #Pos %Pos
<15 112 0 0.00 211 0 0.00
15-19 4072 6 0.15 8123 7 0.09
20-24 9099 17 0.19 18343 21 0.11
25-29 10562 7 0.07 21567 30 0.14
30-34 7036 7 0.10 15402 10 0.06
35-39 2388 2 0.08 5550 2 0.04
40-44 391 0 0.00 845 2 0.24
45+ 18 0 0.00 25 -0 0.00
Unknown 8554 9 011 16032 = 21 0.13
Total 42232 48 0.11 86098 93 0.11
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finding bears watching to determine
if a worsening trend is present. Sec-
ond, although no one age group was
found to be at significantly greater
risk, most of the HIV infected women
giving birth in this survey were be-

tween the ages of 20 and 29, and 13

women 15 to 19 years of age were also
positive, The prevalence of HIV infec-
tion in these young women under-
scores the need for HIV/AIDS educa-
tion at an early age. ,
Analysis of rates by region and
urbanism failed to identify clear-cut
geographic areas that should be tar-
geted for prevention activities. These
data suggest that such efforts should

be applied evenly on a statewide ba-

sis.

Additional studies are needed to
determine the reason for the higher
rate among black childbearing
women.

Counseling and testing services
should not be limited to a particular
race or age group. It is recommended
that voluntary HIV counseling and
testing be offered to all women seek-
ing health care. A cursory evaluation
of patients may not necessarily sug-
gest risks for HIV infection, and due
to the sensitive nature of HIV infec-
tion, information volunteered during
history-taking may not reveal risk
factors. Therefore, it is imperative
that physicians conduct an in-depth
and critical evaluation for risk fac-
tors,

HIV counseling and testing have
been provided in Virginia public
health clinics since 1986. Both confi-
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dential and anonymous testing sites
are available. Information on testing
sites can be obtained by calling the
AIDS Hotline at 1-800-533-4148.
The third phase of the survey, (Oct
1991-Sept 1992), will continue to
compare data on full-term vs. prema-
ture births. In addition, those speci-
mens found abnormal by newborn
screening will also be tested for HIV
infection during the third phase.
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Full Term Prerhature
Race #Tested #Pos %Pos #Tested #Pos %Pos
White 52932 20 0.04 2610 0 0.00
Black 16221 52 0.32 1101 8 0.73
Hispanic 1497 1 0.07 60 1 1.67
Asian 1083 0 0.00 35 0 0.00
Am.Indian 70 0 0.00 2 0 0.00
Other 649 0 0.00 46 0 .0.00
Unknown 9383 11 0.12 409 0 0.00
Total 81835 84 0.10 4263 9 0.21
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Cases of Selected Notifiable Diseases, Virginia, December 1 through December 31, 1991.

Disease ThisYr TastYr b5YrAvg
AIDS 49 3 23 4 16 3 674 649 381
Campylobacter 38 -5 7 5 11 10 640 598 650
Gonorrhea* 1234 - - - - - 18172 18426 16961
Hepatitis A 12 1 4 1 1 5 191 302 279
Hepatitis B 17 1 2 2 2 10 220 279 386
Hepatitis NANB 7 2 2 1 2 0 37 46 64
Influenza 209 30 1 34 2 142 986 937 2359
Kawasaki Syndrome 0 0 0 0 0 0 24 24 23
Legionellosis 1 1 0 0 0 0 17 13 16
Lyme Disease 8 2 1 4 0 1 151 129 49
Measles 0 0 0 0 o 0 30 86 82
Meningitis, Aseptic 56 1 10 3 6 36 463 386 321
Meningitis, Bacterial™ 13 2 1 1 3 6 134 144 189
Meningococcal Infections 6 1 1 2 1 1 38 58 68
Mumps 9 0 3 2 0 4 70 108 101
Pertussis ' 0 0 0 0 0 O 24 25 41
Rabies in Animals 13 4 4 1 1 3 253 202 279
Reye Syndrome 0 0 0 0 0 0 2 1 1
Rocky Mountain Spotted Fever 0 0 0 0o 0 0 19 25 26
Rubella 0 0 0 0 0 0 0 1 3 -,
Salmonellosis 71 5 20 9 18 19 1312 1491 1592
Shigellosis 16 1 6 8 1 0 384 158 283
Syphilis (1° & 2°)* 28 1 6 2 10 9 871 919 543
Tuberculosis 61 0 31 2 4 24 352 . 410 417

Localztzes Reporting Animal Rabies: Albemarle 1 skunk; Caroline 1 skunk; Fairfax 1 racooon, Isle of Wight 1 raccoon; Loudoun 1 fox,
1raccoon; Lunenburg 1 raccoon; Newport News 2 raccoons; Prince William 1 skunk; Pulaski 1 skunk; Spotsylvania 1 skunk; Stafford
1 skunk.

Occupational Illnesses: Asbestosis 13; Carpal Tunnel Syndrome 60; Coal Workers’ Pneumoconiosis 24; Dermatitis 2; Loss of Heanng
11; Repetitive Motion Disorder 6; S]hcos1s 1.

*Total now includes military cases to make the data consisbent with reports of the other diseases.
~Other than meningococeal
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